Abstract: objective. To examine how the safety net in Michigan is responding to the health care needs of their uninsured population with diabetes and/or mental illness. methods. We used a multiple-site case study design. Data were collected through interviews of key informants in five Michigan communities. Analytic patterns and themes were identified, and compared across communities and by organizational type. results. Informants reported they are managing to meet the needs of uninsured diabetics but are having great difficulty caring for the uninsured with mental illness. Specialty care for diabetes is obtainable, but is resource-intensive. Mental health services available for uninsured patients are severely limited. The presence of a county health plan (CHP) appears insufficient to improve access, especially to mental health services. conclusions. The safety net for Michigan's uninsured population with diabetes and mental illness is weak. Processes including referrals and care coordination are of poor quality in some communities. The value of integrating mental health services into primary care should be examined.
According to the most recent Current Population Survey, 8 10.5% of all people in Michigan lack health insurance, and this rate is expected to rise. Participants in a recent study of Michigan's health care safety net noted that patients increasingly present with multiple chronic diseases, in particular diabetes and mental illness. 9 During the same time period, funding for mental health services and primary care for the uninsured in Michigan has been declining. For example, since 1991, 11 of Michigan's 15 stateoperated psychiatric hospitals have closed. 10 In this article, we report the results of a project examining how Michigan's safety net is responding to the health care needs of their uninsured populations with diabetes and/or mental illness. Our objective was to describe the specialty referral and care coordination processes used in the communities studied and to identify barriers to these services.
methods
We used a multi-site case study approach focusing on health care safety net dynamics in selected communities. 11 We defined the community as the organizations that make up the safety net for the uninsured in a specific county. We sought to examine how organizations within a community organize to meet the mental health and chronic care needs of the uninsured population (with diabetes and depression as the index cases). These disorders were selected because (1) safety net organizations in Michigan have identified diabetes and mental illness as common; 9 (2) both of these conditions are major causes of morbidity and mortality; and (3) there are accepted national standards guiding clinical care.
Site selection. We selected five counties for in-depth interviews. Criteria for site selection included the following: geographic diversity within Michigan (i.e., sites from the Upper and Lower Peninsulas, and sites from urban and rural areas); diversity of organizational types; and diversity of population groups served.
Specifically, we attempted to include communities with and without a county health plan (CHP); CHPs are designed to provide access to health care for uninsured and underinsured individuals and are available in most Michigan counties. Some plans resemble insurance models by reimbursing for covered services, while not providing referral or coordination activities. The second type of plan acts as a care coordinator on behalf of the patient by arranging for primary and specialty care within a network of volunteer providers or free clinics.
Data collection. Within the selected counties, we conducted in-depth interviews with key informants who have decision-making authority at safety net organizations. At each site, the executive director or chief executive officer and the chief medical officer or clinical director were selected for interviews. We developed standard semi-structured interview protocols to guide the interviews, but allowed for open discussion. Question topics included availability of specialty services for diabetes and mental illness, referral processes and networks, the role of CHPs, strengths and weakness of current system, and policy recommendations. The protocols were pre-tested at a free clinic and revised, where appropriate. The interviews were conducted in [2005] [2006] ; each lasted between 1 and 1.5 hours. All interviews were led by one of two lead investigators (VKD, PDJ).
Extensive notes from the interviews were later used to prepare case summaries for each community.
Data analysis. The two lead investigators (VKD, PDJ) reviewed case summaries for each community. Using these case reports, the investigators used content analysis 12 to identify patterns and themes, across communities and by organizational type.
results
Sample characteristics. Five of six contacted communities agreed to participate in the study. Participating counties reflected the regional diversity of Michigan. The general demographic and health indicator information for the participating communities are presented in Tables 1 and 2 . The number and type of organizations participating in each community are shown in Table 3 . In our sample, two communities have the traditional insurance type of CHP (1 and 3), two counties have care coordinator type health plans (2 and 4) and one county (5) lacks a free health plan.
In total we interviewed 35 individuals at 20 organizations including health departments, community mental health agencies (CMHA), county health plans (CHP), free clinics, hospitals, and community health centers (CHC). Our analysis revealed several themes within four patterns regarding our study communities' ability to care for uninsured populations with diabetes and/or mental illness. The following patterns were identified: CHPs; diabetes care; mental health care; and integrating mental health services in primary care. Each of these patterns incorporated several themes, which are presented below. county health plans. Our informants' perception of CHPs' value varied greatly. In communities with a traditional insurance type CHP (1 and 3), respondents did not perceive that the health plan improves access to care for uninsured populations. In one community, respondents complained that the plan does not provide reliable coverage for uninsured individuals, enrollment constantly opens and closes, and prescription availability is inconsistent. Conversely, in the communities with the care coordination type of CHP (2 and 4), all informants viewed the CHPs as key in their effort to improve access to primary and specialty care for the uninsured.
Diabetes care. In all communities studied, most diabetes care is reliably provided through the primary care system, rather than through sub-specialists. Specialty care for diabetics (including ophthalmology, podiatry, endocrinology, and nephrology services) is obtained through referral networks. Overall, our informants believed this is the optimal service model for diabetes care.
Study participants can obtain specialty referrals for uninsured diabetics, but such referrals often rely on loose networks of volunteer physicians and may depend on the clinic directors' ability to encourage area physicians to help. For example, at one free clinic in community 3, the director has made connections with specialists in the region whom he could call for a volunteer referral. In other communities (2 and 4) the CHP reliably assists in arranging specialty referrals to willing providers.
Clinics working within a health system appear to have easier access to specialty services than those outside the system. For instance, in a particularly troubled community (5), the only clinic that reported access to specialty services has a formal affiliation with the community's main health system. We found similar examples in communities 1 and 3. The interviews suggested that clinics without either formal referral systems (such as through a CHP or affiliations with local health systems) depend solely on volunteerism. mental health care. The CMHAs in Michigan provide care only to those patients presenting with severe and persistent mental illness (i.e., those with psycho-affective disorders who are not amenable to primary care intervention). For those who are not severely and persistently mentally ill, the CMHAs act as a triage mechanism and refer those patients back to the community.
Our interviews consistently revealed a much bleaker situation for mental health services than for diabetes care. Respondents in our sample were in virtually unanimous agreement that there are few treatment options for uninsured patients who are not severely and persistently mentally ill. Very few mental health providers in any of our study communities are willing to offer uncompensated care, either through the CHPs or as a consultation. Therefore, people who are not severely and persistently mentally ill, which we call the gap population, depend on other safety net providers for mental health services. But few safety net providers are prepared to provide these services.
None of the CHPs in our sample presently include mental health providers on their volunteer lists or reimburse for mental health services. One executive director of a health plan described the situation as "approaching a crisis" and reported that it is almost impossible to find mental health services for the gap population. Another respondent described the situation as a "horrendous catch 22": the CMHA is unable to help people until they become disabled, at which point they qualify for Medicaid. That respondent continued, "We have created a class of disabled people to sustain ourselves. " When asked where the gap population receives services, no one knew for certain, but most respondents assumed that primary care providers in the community take on these patients.
Consequently, conflict between CMHAs and primary care providers is present in all five communities. Primary care respondents reported that CMHAs should do more for the gap population. Some expressed skepticism about how accurate CMHAs are in determining eligibility. One respondent bluntly accused a CMHA of "a systematic dumping of uninsured patients to the community. " Although we found no evidence of such practices, some respondents pointed out that CMHAs have a conflict of interest when it comes to determining mental illness severity. We did not specifically ask our CMHA respondents about these concerns, but most acknowledged the challenges they face and the limited resources at their disposal. They were also aware that referrals back to the primary care safety net for the gap population often result in no treatment. Even so, one CMHA respondent argued that the gap population is the safety net's responsibility, not the CMHA's, given the specific state mandate for CMHAs to treat the severely and persistently mentally ill Medicaid population.
In sum, our study participants are pessimistic about the current system of providing care for the uninsured with mild to moderate mental illness. Sources of care are extremely limited and there is little agreement within communities about who should be serving these patients.
integrating mental health services in primary care sites. When asked how the gap population would be best served, we found division between CMHAs and primary care providers. Many mental health providers believed this population should be cared for in the medical care network, largely though primary care providers. However, primary care respondents reported that they lack the resources and skill to manage mental illness, and doubted they would receive the required support from mental health providers. Still, some primary care providers agreed the gap population might benefit from the integration of mental health services into primary care. One respondent noted, "The separation of mental illness into a separate system makes it hard to treat illness at the right stage. "
Despite continuing debate, two communities appeared to be moving toward such an integrated model. In these communities, the CHPs are adding referral sources for mental health into their medical care network. A third community has already developed formal agreements with CMHA and private practitioners to staff primary care clinics several times a month. These arrangements begin to address the struggles between CMHA and primary care over their roles in serving uninsured patients, but have not yet been evaluated.
Discussion
Primary care safety net providers in Michigan believe they are meeting the basic medical needs of their uninsured diabetic patients, but find specialty referrals, including hospital care, require a great deal of time. Uninsured patients needing mental health services face much bleaker prospects. Access through either the CMHAs or the primary care safety net is extremely limited. It appears that CHPs have not bridged these gaps.
Nationally, uninsured patients have great difficulty with access to and quality of mental health care. 13, 14 Several factors contribute to limited access. First, there is a severe shortage of mental health professionals, particularly those willing to accept uninsured patients. Second, the current mental health system for low-income people has left a huge number of uninsured patients without access to services. Cunningham et al. 15 reported similar conditions among their study communities, and others have shown community health centers nationally report difficulty obtaining referrals for mental health services. 16 In all communities studied, referral challenges make providers reluctant to take on uninsured patients. Other studies indicate that specialty referrals are hard to obtain. For instance, 40% of faculty members at publicly funded academic centers reported either rarely or never being able to obtain outpatient mental health services for their uninsured patients. 17 Further, Gusmano et al. 18 concluded that recent strategies to increase the number of community health centers to address growing need will not increase access to offsite services such as inpatient care, testing, or specialty referrals.
Using formal referral structures such as partnerships with local health systems or a CHP with care coordination services may result in fewer barriers than attempting to find volunteer providers or hospital-based care on a case-by-case basis. The potential advantages of health system membership for community health centers were recently described by Denver Health. 19 After integrating the Denver area community health centers with Denver Health, access to specialty and hospital services became easier.
The number of CHPs we examined was too small to draw any conclusions about the effectiveness of CHPs in improving access to care. However, we found consistently positive views of the CHPs engaged in care coordination. The value of care coordination services has been examined in a number of other communities around the country. 20, 21 Many report an improvement in access to services, although it is not at all clear that these strategies have the capacity to meet existing need. Still, much of Michigan's current system depends largely on an informal, dynamic network of volunteers that is vulnerable to changes in funding and patient volume, 20, 22, 23 heightening concerns about the ability of Michigan's safety net to meet rising needs.
Integrating mental health services into the existing primary care safety net may be an effective strategy to address the needs of the gap population by increasing access, reducing fragmentation, and facilitating coordination between various care providers. Presently, however, patients presenting to primary care providers with mental illness often do not receive recommended care. 24 To ensure that high quality care can be provided, many current care models require community-wide change. A recent study of one such project concluded that after implementing multidisciplinary, collaborative models of care, mental health services were improved among a group of primary care clinics, including publicly funded health centers. 25, 26 Our case study methodology has several limitations. First, the findings cannot be applied to other states or populations. It is also possible our results would have been different had we selected a different set of study communities. On the other hand, because Michigan's population is similar to that of the nation in terms of distribution by age, race/ethnicity, poverty rates, and health indicators, similar findings are likely in other areas.
The experiences of these Michigan communities indicate that the safety net struggles to provide adequate care to the uninsured with chronic illness, especially mental illness. The care coordination efforts of some CHPs, as well as providing care within a health system, appeared to relieve some of these challenges but it is clear these strategies are insufficient to deal with the needs of the uninsured. Serious consideration should be given to integration of mental health services with primary care. Although such a strategy would require considerable system change, it might well improve chronic illness care for the uninsured more broadly.
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